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	AMETHYST MEDICAL GROUP

590 Searls Avenue, Suite A Nevada City, CA. 95959

(530) 798-5003

	PATIENT REGISTRATION FORM

	Last Name:
	First Name:
	M.I.



	SSN: 
	Date of Birth:
	Sex:  Male ( Female (


	Marital Status:  Single ( Married ( Divorced ( Widowed ( Significant Other (


	Responsible Party: ( Self ( Other (parent or Legal Guardian):



	Mailing Address:



	City:
	State:
	Zip:



	Employer:                                                                               Occupation:



	Emergency Contact:  

Name: ____________________________________ Relationship: _______________ Phone: ___________________



	· I prefer to be contacted by PHONE.  

Home ______ - ______ -______   Cell ______ - ______ - ______   Work ______ - ______ -______ ext _____

O.K. to leave msg. on answer machine.(Yes  (No            O.K. to leave msg. with any other person. (Yes  ( No

(   I prefer to be contacted by MAIL at the following address: ( Same as mailing address above.

· Other address: _______________________________________City_______________State ______Zip________

· I prefer to be contacted by E-MAIL. _____________________________________________________________

· I prefer to be contacted by FAX.  _______ - _______ - _______

· I prefer to be contacted by the following method: ___________________



	PAYMENT INFORMATION: We accept cash, checks, Mastercard, Visa and ATM.   Payment is due at time of service for non-insured patients.  Please provide your insurance cards for our office to copy.  If you do not have your insurance cards with you, please complete the information requested below.  All insurance co-payments are due at time of service.

	Address:


	City:
	State: 
	Zip:

	Subscriber: ( Self ( Other:
	I.D.#
	Group#:

	Secondary Insurance Carrier:



	Address:


	City:
	State:
	Zip:

	Subscriber: ( Self ( Other:
	I.D.#
	Group#:

	Assignment of Benefits: I hereby assign all medical and/or surgical benefits to which I am entitled, including Medicare, private insurance, and any other plan, to Amethyst Medical Group.  This assignment will remain in effect until revoked by me in writing.  A photocopy of this assignment is to be considered valid as an original.  I understand that I am financially responsible for all charges whether or not paid by said insurance.  I hereby authorize Amethyst Medical Group to release all necessary information to secure payment.  

Signed by Patient or Responsible Party: ______________________________________  Date: _________________



	Authorization for Medical Treatment: I hereby authorize Amethyst Medical Group to perform any medical treatment as deemed necessary.

Signed by Patient or Responsible Party: _______________________________________ Date: ________________
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